Objective: The present study aimed to develop a novel, hospital-based motivational interviewing (MI) intervention for victims of armed community violence (MI-VoV) targeting patient-specific risk factors for future violence or violent victimization. Method: This uncontrolled pilot feasibility study examined a sample of patients (n ϭ 71) hospitalized due to violent injury at a Level 1 Trauma Center in [Location Redacted for Masked Review] between January 2013 and May 2014. Patients first participated in a brief assessment to identify risk factors for violence/violent injury. A single MI session then targeted risk behaviors identified for each patient. Proximal outcomes, including motivation for change and behaviors to reduce risk, were examined at 2 weeks and 6 -12 weeks postdischarge. Distal outcomes, including fighting, weapon-carrying, and gun-carrying, and other violence risk factors were examined at 6-to 12-week follow-up. Results: An estimated 95 patients were offered participation, 79 (83.2%) agreed to participate, and 73 (76.8%) completed the risk assessment. Of these, 71 had at least 1 violence/violent injury risk factor. Behaviors to reduce risk were significantly greater at 2-week and 6-to 12-week follow-up (p values Ͻ .05). Fighting, weapon-carrying, and gun-carrying were significantly reduced at 6-to 12-week follow-up (p values Ͻ .05). Conclusions: This intervention appears to be feasible to implement and acceptable to patients. A randomized controlled trial evaluating efficacy appears warranted.
Armed community violence, predominantly gun violence, is common in many urban neighborhoods (Anderson, 2000; Rich & Grey, 2005) . Young Black men are disproportionately the target (Hennekens, Drowos, & Levine, 2013) . Homicide is the leading cause of death for Black men ages 18 -34 who are eight times more likely to die of violence than their White peers (Hennekens et al., 2013) . For survivors of armed assaults, subsequent violent injury is common (Cooper, Eslinger, Nash, al-Zawahri, & Stolley, 2000; Rowhani-Rahbar et al., 2015) . Estimates of the 5-year mortality rate for victims hospitalized by violence range from 1 in 25 (Fahimi et al., 2015) to as many as 1 in 5 (Goins, Thompson, & Simpkins, 1992) . Many victims of armed community violence have histories of violence perpetration prior to their initial injury (Cooper et al., 2000; Author Citation) , and in the wake of a traumatic injury, they are at increased risk for violent behavior, including gun violence (Rowhani-Rahbar et al., 2015) . Thus the cycle of violence, disability, and death is perpetuated. The cycle of armed community violence has the potential to be stopped. Many behavioral factors linked to risk of armed violence and violent injury, such as gun-carrying, substance use, and high levels of anger, are modifiable (Cooper et al., 2000; Loeber et al., 2005 ; Author Citation). Despite several putative targets for intervention, few evidence-based behavioral treatments have been developed for individuals at highest risk of armed community violence. The purpose of this study, therefore, is to describe a novel intervention to reduce behavioral risk factors for violence or violence injury among victims of armed assaults in the community.
Significant barriers complicate the provision of behavioral treatments for those at highest risk of involvement in armed community violence. Violence and gun-carrying are viewed as normal and necessary for survival in some neighborhoods (Anderson, 2000) . Moreover, most victims of armed community violence have only tenuous connections with health care services and may particularly eschew contact with mental health professionals Thompson, Bazile, & Akbar, 2004) . Hospitalization following an armed assault is a unique, and perhaps ideal, opportunity to intervene with this high-risk population. Hospitalized patients have sustained and extended contact with health care professionals, thus eliminating physical barriers to accessing those at greatest risk. Psychological barriers to intervention may also be reduced as victimized individuals may be most receptive to interventions immediately following violent trauma which may serve as a "wake up call" that signals the need for change (Johnson et al., 2007) .
Given the urgent need to reduce armed community violence and the unique opportunity provided by hospitalization from violent injury, several hospital-based violence intervention programs (HVIPs), most focused on youth, have emerged in major cities around the United States (Fein, Mollen, & Greene, 2013; Mikhail & Nemeth, 2016; Purtle et al., 2013; Purtle, Rich, Fein, James, & Corbin, 2015) and Canada (Snider, Jiang, Logsetty, Strome, & Klassen, 2015) . HVIPs utilize a variety of interventions, but almost all emphasize using the hospitalization as a window for screening and enrolling patients in intensive, long-term case management programs (Aboutanos et al., 2011; Becker, Hall, Ursic, Jain, & Calhoun, 2004; Cheng et al., 2008; Dicker et al., 2009; Zun, Downey, & Rosen, 2006) . Thus, the bulk of the intervention for most existing HVIPs occurs after the hospitalization.
The efficacy/effectiveness of case management-focused HVIPs remains unclear as controlled trials have yielded mixed results (Cunningham et al., 2009; Mikhail & Nemeth, 2016) . Intensive case management services have increased service utilization in some studies (Becker et al., 2004; Cooper, Eslinger, & Stolley, 2006) but have had no observable effect in others (Cheng et al., 2008) . Most importantly, the impact of case management-focused HVIPs on actual violence and violent injury have been inconsistent (Cunningham et al., 2009; Mikhail & Nemeth, 2016) . One intervention linking injured adolescents to social services found a reduction in self-reported, but not state-reported reinjury rates (Zun et al., 2006) . No intervention effects on violent delinquency, arrests, or incarceration were found. A similar program for violently injured youth was related to reduced criminal justice involvement for patients under 17 years but was unrelated to criminal justice outcomes in those 17 or older (Becker et al., 2004; Shibru et al., 2007) . This program did not produce significant reductions in subsequent reinjury or mortality rates. Another case management-focused HVIP also produced no significant changes in injury risk factors (Cheng et al., 2008) . The most successful reported case management-focused HVIP targeted violently injured adults with a history of prior violent injury and active involvement in the criminal justice system (Cooper et al., 2006) . This program yielded reduced arrests and convictions for violent crimes as well as violent injury. The authors noted, however, that criminal justice staff were central to the intervention and served as a strong incentive for participation.
Transtheoretical Model and Motivational Interviewing
The transtheoretical model of change may help clarify the meaning of prior results. The transtheoretical model posits that there are individual differences in change readiness with accompanying implications for treatment. For patients who see no reason for change (labeled "precontemplation") or who are ambivalent about change (labeled "contemplation"), interventions aimed explicitly at increasing change readiness may be most indicated whereas interventions directly attempting to change behavior may be ineffective (Prochaska & DiClemente, 1986) . A potential explanation for the limited and inconsistent benefits found in previous HVIPs is that they were not appropriate to the patients' stage of change. Victims of armed community violence may see advantages in certain high-risk behaviors (Anderson, 2000; such that they may be, at best, ambivalent about change. Advocating for behavior change without directly intervening with this ambivalence would be expected to yield only marginal results. As noted above, the most successful HVIP used the levers of the criminal justice system to motivate patients. Thus, it may be that HVIPs may be most effective if focused, at least initially, on resolving ambivalence and increasing motivation for change.
Motivational Interviewing for Victims of Urban Armed Violence
Motivational Interviewing (MI; Miller & Rollnick, 2012 ) is a psychosocial intervention that may be well suited for HVIPs as it is specifically designed for patients who may be uninterested in or ambivalent about change. MI aims to increase motivation by eliciting and exploring a patient's own reasons for change. MI has demonstrated efficacy in promoting change across a broad array of behaviors (Burke, Arkowitz, & Menchola, 2003; Miller & Rollnick, 2012) . The generalizability of MI may be particularly useful in addressing multidetermined phenomena like urban armed violence as it provides the flexibility to address multiple, disparate risk behaviors (i.e., gun use and substance abuse) in a single intervention tailored to the specific risk factors most relevant to the individual client.
Two recent programs indicate MI can be effectively used in HVIPs. An HVIP incorporating MI elements reduced gun carrying among violently injured adolescents (Zatzick et al., 2014) . Though beginning in the hospital, this intervention continued for a year with, on-average, 13.5 hours of intervention per patient. The specific efficacy of the hospital-based portion of the intervention is unclear. A separate study of adolescents demonstrated that a single MI session conducted in the Emergency Room (ER) reduced violent behavior among teens with histories of alcohol use and aggression (Walton et al., 2010 Hennekens et al., 2013) . Finally, no prior intervention to our knowledge has used evidence-based assessment to identify and target patient specific risk factors within a single, flexible MI intervention. The primary aim of the current study, thus, is to examine the feasibility and acceptability of a flexible, hospital-based MI intervention, MI for Victims of Armed Community Violence (MI-VoV) targeting patient-specific risk factors for violence and violent injury among adults injured by armed assaults in the community. The MI-VoV protocol begins with a brief structured assessment of changeable factors empirically linked to violence/violent injury risk: (a) limited education, (b) unemployment, (c) fighting, (d) weapon-and gun-carrying, (e) anger/irritability, (f) postraumatic stress disorder (PTSD) symptoms, and (g) substance misuse. The assessment is conducted at bedside after the patient is conscious and medically stable. It consists of validated measures of the risk factors, thus providing an evidence-based mechanism for targeting only risk behaviors that are relevant to the patient. The MI-VoV session is conducted in a single 45-60 min session. The session was developed consistent with a standard framework for singlesession MI featuring assessment feedback (Martino et al., 2006) . The therapist first builds rapport and helps identify long-term goals/values. The therapist then provides feedback and psychoeducation about violence/violent injury risk. The patient's own reasons for change are explored and amplified, and an action plan is created. In this pilot feasibility study, we anticipated the following:
Hypothesis 1: The intervention was expected to be feasible and accepted by patients. We expected that the majority of patients offered participation would successfully complete the MI-VoV intervention during the hospitalization.
Hypothesis 2: Motivation was expected to be significantly greater at 2-week and 6-to 12-week follow-up, as evidenced by decreased precontemplation and increased contemplation. Behaviors that reduce risk of violence or violent injury (e.g., participation in treatment; following-up with social service providers; enrolling in school) were also expected to be significantly greater at 2-week and 6-to 12-week follow-up.
Hypothesis 3:
The following risk factors were expected to be significantly decreased at the 6-to 12-week follow-up: (a) violent behavior, (b) weapon-and gun-carrying, (c) anger, and (d) substance use. We did not hypothesize changes in employment status in the 3-month follow-up given the confounding effects of injury-status on ability to work. Changes in educational status were not expected given in the limited time-frame covered by the study. PTSD was not included as an outcome in this uncontrolled study given the expected natural remission in PTS symptoms in the immediate months following trauma (Santiago et al., 2013) .
Method Procedures
Prospective participants were patients hospitalized due to gunshot injury at the Spirit of Charity Level 1 Trauma Center, New Orleans, LA between January 2013 and May 2014. Potential enrollees were referred by the Trauma Center Psychiatry Consult Liaison Service (n ϭ 96; see Figure 1 CONSORT diagram) who assess and treat all violently injured patients. Inclusion criteria were: (a) age 18 -55, (b) hospitalization due to armed community violence, (c) admission to the trauma surgery service, and (d) capacity to provide voluntary informed consent. Exclusion criteria were (a) not being fluent in English, (b) being too physically compromised to participate as determined by the trauma surgery service, (c) having a suspected intellectual disability or being unable to understand consent process, (d) psychosis, (e) legal detention, (f) injury due to domestic violence, (g) residing outside the urban metropolitan area surrounding the trauma-center, and (h) injury occurring outside the same urban metropolitan area. Psy- This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
chologists approached eligible participants in their hospital room, presenting them with study information and offering participation. Consenting patients who met eligibility criteria then participated in the brief assessment in their hospital room with a psychologist. Baseline motivation to change and behavioral steps to reduce risk were also assessed at this time. Patients who evidenced no violence risk factors were provided a list of referrals but were excluded from further participation in the study. After completing the initial assessment, participants completed the 45-60 min MI session (manual available upon request) with the same psychologist. Participants were then provided with referrals for appropriate outpatient psychosocial services. An in-person follow-up session was conducted at the patient's first outpatient surgery appointment approximately 2 weeks postdischarge. At this time, motivation to change and individualized behavioral steps to reduce risk were assessed. Telephone follow-up assessments were conducted at approximately 6 to 12 weeks postdischarge, during which participants were assessed for their motivation to change, individualized behavioral steps to reduce risk, as well as fighting, weaponcarrying, gun-carrying, substance misuse, and anger/irritability over the past 30 days. No incentives were offered to participants to complete follow-up assessments. No deviations from protocol were required. The present study was approved by the Institutional Review Board of Louisiana State University Health Sciences Center, New Orleans, LA. A certificate of confidentiality was obtained from the National Institute of Mental Health.
Participants
Seventy-one hospitalized patients due to armed community violence were included in the study. Participant demographics are found in Table 1 . The vast majority of participants were African American males (91.5% African American; 97.2% male). The remaining racial composition of the sample was non-Hispanic White (8.5%). Mean age was 27.79 (SD ϭ 8.45). Most (91.5%) presented with gunshot wounds. The vast majority of participants were never married (80.8%). Educational attainment was relatively low; about half (48.5%) did not have high school diplomas. Unemployment was common, with 58.8% having not worked in the past month. History of incarceration was common; most participants (57.7%) had spent at least one month in jail. Median income was low ($9,000).
Prior violence exposure was very high (see Table 1 ). Just over half of the participants reported being "beaten-up" on multiple occasions (53.5%). Almost half (49.3%) had been attacked with a weapon at least once before the incident leading to their hospitalization. Most (61.4%) also reported having witnessed violent death/significant injury in their community multiple times.
Measures
Measures were selected to maximize efficiency and minimize burden for use with medically compromised patients in a busy Level 1 surgical trauma center.
Educational attainment was measured using a single item in which patients selected their highest level of educational attainment using 7 categories from 1 (some high school) to 7 (graduate degree). Not having obtained a high school education or equivalent was operationalized as a risk factor.
Unemployment was assessed using two separate questions. Participants were asked the number of days they worked in the past month. Participants then selected the option that best characterizes their employment pattern of the past three years. Options include full-time, part-time regular hours, part-time irregular hours, unemployed, student, or in controlled environment. Work patterns parttime, unemployed, or in a controlled environment were operationalized as a risk factor. Working less than 15 days in the past month despite a 3-year work pattern of full-time was also operationalized as a risk factor.
Violent behavior, weapon-carrying, and gun-carrying were measured using 3 items adapted from the Youth Risk Behavior Survey (YRBS; Brener, Collins, Kann, Warren, & Williams, 1995) . The YRBS has been utilized annually by the Centers for Disease Control to monitor risky behaviors that may lead to morbidity or mortality (Zullig, Pun, Patton, & Ubbes, 2006) . Psychometric evaluations of these items indicate good test-retest reliability This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly. (Zullig et al., 2006) and convergent validity (Furlong, Bates, & Smith, 2001) . Participants were asked the number of fights in which they were involved in the past 30 days, the number days in the past month in which they carried any weapon, and the number of days in the past month they carried a firearm. Any endorsed fighting, weapon-carrying, or gun-carrying was identified as a risk factor. Anger was measured using the anger/irritability scale from the Overt Aggression Scale-Modified (OAS-M; Coccaro, Harvey, Kupsaw-Lawrence, Herbert, & Bernstein, 1991) . A subjective anger/irritability item asks the participant how much the time they felt angry or irritable in the past 30 day and how much of that time they felt very angry. The overt anger/irritability item is assessed by the clinician based on the report of anger and aggressive behavior during the interview. Both items are rated on a scale from 0 (no anger) to 5 (extreme). The anger/irritability scale of the OASM has been shown to have good interrater reliability (Endicott, Tracy, Burt, Olson, & Coccaro, 2002) , correlate with self-report measures of anger and aggression (Coccaro et al., 1991) and to be sensitive to treatment change (e.g., Coccaro, Kavoussi, & Hauger, 1997; Hollander et al., 2003) . Interrater reliability in the present study was good ( ϭ .81).
PTSD symptoms were assessed using the Primary Care PTSD Screen (PC-PTSD; Prins et al., 2004) . On this four-item scale, participants are asked whether they experienced each of four PTSD symptom clusters (one item per cluster) using a "yes" or "no" format. Scores are the total number of "yes" responses across the four items. Test-retest reliability, convergent validity, and operating characteristics of the PC-PTSD are strong (Prins et al., 2004) . Consistent with prior research (Prins et al., 2004) , a score of three was operationalized as a probable PTSD risk factor.
Substance use was assessed with the Alcohol Use Disorders Identification Test-Consumption (AUDIT-C; Bush, Kivlahan, McDonell, Fihn, & Bradley, 1998) and one item from the Drug Abuse Screening Test-10 (DAST-10; Skinner, 1982) . The AUDIT-C consists of the first three items of the full Alcohol Use Disorders Identification Test (AUDIT; Saunders, Aasland, Babor, de la Fuente, & Grant, 1993) . On these items, participants are asked to rate their frequency and volume of alcohol use using a scale from 0 to 4 with higher scores representing greater alcohol use. Consistent with prior research (Saunders et al., 1993) , a score of 4 or greater for men and 3 or greater for women was operationalized as a risk factor. Psychometric evaluations of the AUDIT-C indicate good convergent validity and operating characteristics in detecting alcohol use disorders (Aalto, Alho, Halme, & Seppä, 2009 ). Internal consistency was good (␣ ϭ .86). Illicit drug use was measured using the first item of the DAST-10. This "yes" or "no" item inquired about any illicit drug use. The DAST-10 has good testretest and interitem reliabilities as well as moderate to high validity, sensitivity, and specificity (Yudko, Lozhkina, & Fouts, 2007) . Given that any illicit drug use, even that which may not qualify for a substance use disorder, may increase risk of violence and violent injury due to contact with often violent illicit drug markets (MacDonald et al., 2003; Nanney, Conrad, McCloskey, & Constans, 2015) , answering yes to this question was operationalized as a risk factor.
Motivation to change was measured using two items from the precontemplation and two items from the contemplation subscales of the University of Rhode Island Change Assessment (URICA; McConnaughy, Prochaska, & Velicer, 1983) . This general measure of readiness to change has demonstrated good reliability and validity and is commonly used as an outcome measure in MI studies (Napper et al., 2008) . Precontemplation items assess agreement with the belief that the individual does not have significant problems that need changing using a 4-point Likert-type scale ranging from one (strongly agree) to four (strongly disagree). Contemplation items assess agreement with the notion that the individual is considering positive behavior change using the same Likert-type scale. Precontemplation and contemplation scores are the mean rating of the two respective item sets. Internal consistency of precontemplation items was marginal (␣ ϭ .66). Internal consistency of contemplation items was acceptable (␣ ϭ .72).
Behavioral steps to reduce risk behavior was measured using 7 items from the Anger and Aggression Treatment Scale (AATS; McCloskey, 2012) . The AATS was developed in consultation with aggression treatment experts (e.g., Jerry Deffenbacher) and encompassed 11 items examining the extent to which individuals engaged in change oriented behaviors relating to their aggression (e.g., reading about aggression, talking with significant others about their aggression, contacting a mental health professional, receiving psychotherapy) using a 4-point Likert-type scale ranging from 0 (no action) to 3 (took action multiple times). Preliminary data showed the AATS to have acceptable internal consistency (r ϭ .71) and for higher scores to be associated with movement from a precontemplative to a later stage of change, t(18) ϭ 2.23, p Ͻ .05. In the current study, we focused on items relating to the frequency of more active change-oriented behaviors across a variety of modalities (e.g., psychotherapy, participation in classes, contacting social service agencies, practicing behavioral skills). Behavioral steps score is calculated as the sum of the 7 items. Internal consistency was good (␣ ϭ .80).
Data Analytic Plan
Data was analyzed in January 2015 using Statistical Package for the Social Sciences (SPSS) 22.0, IBM, Armonk, New York. Paired t tests were used to compare baseline contemplation, precontemplation, fighting, and weapon-and gun-carrying to outcomes at outpatient clinic and at telephone follow-up. McNemar's tests were used to compare rates of substance misuse and problematic anger at baseline and telephone follow-up.
Results

Acceptability and Feasibility
As expected in Hypothesis 1, the intervention was acceptable to the majority of those offered participation (see Figure 1) . Ninetysix patients were identified and referred by psychiatry consult/ liaison staff. One of these potential enrollees was excluded because of suspected intellectual disability. Of the remaining 95 who were offered participation in the study, 79 (83.1%) agreed to participate. Six patients were discharged before the baseline assessment, and intervention could be completed, yielding 73 participants (76.8%) who completed the baseline risk assessment. Two participants did not evidence any behavioral risk factors and thus did not participate in the MI intervention or follow-up assessments. This document is copyrighted by the American Psychological Association or one of its allied publishers.
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Approximately half of the 71 patients (n ϭ 35; 49.3%) who participated in the intervention also participated in a follow-up assessment at their surgery outpatient appointment (approximately 2 weeks postdischarge). Slightly more than half (n ϭ 39, 54.9%) completed longer-term (6 to 12 weeks postdischarge) telephone follow-ups. Almost two thirds (n ϭ 46, 64.8%) participated in some follow-up at either the outpatient appointment or telephone follow-up. Participants lost to follow-up generally did not differ significantly from those who completed follow-up assessment (p Ͼ .05). Those who did not attend their outpatient surgery follow-up had higher precontemplation scores than those who did participate in this assessment (p ϭ .03). For the later telephone follow-up, however, precontemplation did not differ between those who did and did complete the assessment. For both outpatient surgery and telephone follow-up, contemplation, behavioral steps, and all violence/violent injury risk factors (e.g., substance use, fighting, and gun carrying) did not differ between follow-up participants and those missed the assessment.
Risk Factors
Unemployment (70.4%) and illicit drug use (61.8%) were the most commonly identified risk factors. Fighting (39.4%), probable PTSD (38.0%), anger problems (38.0%), and probable alcohol abuse (33.8%) were found in approximately one third of participants. Weapon carrying and gun carrying were found in approximately one quarter (22.5%) of participants. All participants who acknowledged weapon-carrying reported carrying a firearm at least some of the time. No participants only carried nonfirearm weapons. Of those who acknowledged carrying a gun, 75% reported carrying it at all times.
Action Plans
Example action plans generated by participants during the MIVoV session appear in Table 2 . Participants developed a variety of specific behavior plans across all relevant risk factors.
Outcomes
In contrast to Hypothesis 2, at the surgery outpatient follow-up approximately 2 weeks postdischarge neither precontemplation, t(35) ϭ Ϫ0.51, p ϭ .62, nor contemplation, t(35) ϭ 1.21, p ϭ .23, were significantly different from baseline (see Table 3 ). Behavioral steps taken by participants aimed at reducing a violence/ violent injury risk factors, however, were significantly greater at surgery outpatient follow-up, t(35) ϭ 4.05, p ϭ Ͻ.01, as was expected in Hypothesis 2. Example behavioral steps included participating in job training, enrolling in GED courses, participating in psychotherapy, and engaging in safer gun practices. At the 6-to 12-week follow-up (see Table 4 ), precontemplation trended toward being significantly lower than at baseline, t(39) ϭ Ϫ1.91, p ϭ .06, but contemplation was unchanged from baseline, t(39) ϭ 1.66, p ϭ .11. As with the 2-week follow-up and consistent with Hypothesis 2, behavioral steps were significantly greater, t(39) ϭ 3.29, p ϭ Ͻ.01.
In partial support of Hypothesis 3, fighting, t(39) ϭ Ϫ2.30, p ϭ .03, weapon-carrying, t(39) ϭ Ϫ2.50, p ϭ .02, and gun-carrying, t(39) ϭ Ϫ2.82, p ϭ .01, were significantly lower at 6-to 12-week follow-up than at baseline. In contrast to Hypothesis 3, however, anger, illicit drug use, and alcohol use were not significantly different at 6-to 12-week follow-up than at baseline (McNemar's Test p values Ͼ .05).
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Discussion
Hospitalization following an armed assault may serve as an ideal opportunity to intervene with patients at high-risk of involvement in armed community violence, including gun violence. The primary aim of the current project was to examine the feasibility of a hospital-based MI intervention (MI-VoV) for victims of armed community violence and to determine its acceptability with a population traditionally resistant to mental health interventions. Results of this study suggest that, consistent with Hypothesis 1, MI-VoV is feasible when administered in the context of an inpatient hospital stay. Embedding study personnel within a Level I trauma center allowed access to patients hospitalized in the imme-1 Because of a relatively high number of participants lost to follow-up, we also examined outcomes using an intent-to-treat (ITT) sample with the last observed value carried forward (LVCF) for participants who did not complete one or more follow-up assessments. That is, we conducted analyses on the entire sample, assuming that those LTF made no changes in their behavior since the last valid assessment point. Analyses using this ITT LVCF sample revealed the same pattern of findings as identified in original analyses; all statistically significant effects identified in the original analyses remained significant with the ITT LVCF sample. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
diate aftermath of violent trauma. In terms of acceptability, 83% of eligible patients agreed to enroll in MI-VoV, and 76% completed the intervention during their hospital stay. The high rate of enrollment observed in this study is likely related factors intrinsic to intervention during inpatient hospitalization. Almost certainly the captive nature of hospitalization contributed to willingness to participate. However, results from our motivation to change assessment also suggest that being a victim of life-threatening violence may prompt thoughts about the need for change that may increase receptivity to violence prevention messages. Our results showed that violently injured patients, even at baseline, recognized some need for change in their current lifestyle. Results also indicated that participants were willing to discuss risk factors for repeat violence including PTSD, anger, gun use, and substance abuse. Hospitalization following violent injury may therefore provide a unique opportunity to access a group who are at extremely high-risk for violent reinjury and violence perpetration at a time when they are most willing to consider modifying behavior. Results also show participants reporting an increase in riskreducing behavior and a decrease in high-risk behaviors following the intervention. At follow-ups, consistent with Hypothesis 2, patients in the MI intervention reported increased engagement in a variety of behavioral steps associated with decreasing probability of violent encounters. In accord with Hypothesis 3, improvements were evident in a number of important risk domains such as less gun carrying and fewer fights at follow-ups compared with baseline.
Participants did not endorse greater contemplation of need for change following the MI intervention, in contrast to Hypothesis 2. This may reflect ceiling effects as the vast majority of patients endorsed thinking about some life change at baseline. As suggested earlier, this finding may indicate that most violently injured patients, in the aftermath of a life-threatening event, may already recognize, at least generally, that change may be useful for them. Although speculative, the mechanism underpinning any impact of MI-VoV may thus be best understood as focusing patients on specific, concrete reasons for change and specific, concrete behaviors that may reduce future risk. Such focusing is now recognized as a core process in efficacious MI (Miller & Rollnick, 2012) .
Limitations
This pilot study did not include a control group; therefore, it cannot be determined if changes in risk behavior reflect the effects of MI-VoV or the natural impact of being the victim of violence. Admittedly, physical limitations in the months following severe physical trauma may initially limit opportunities to engage in some risk behaviors such that they naturally decline before increasing when physical injuries have healed. Follow-up data is limited with one third of patients lost to follow-up. This reduced our observed Table 4 Outcomes at Telephone Weeks; n ϭ 39) This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
power, and it casts doubt on the generalizability of our findings to this relatively large group of patients who, for whatever reason, do not participate in follow-up. Only a small difference, higher precontemplation among those not attending surgery outpatient clinic follow-up, was found between those who did and did not complete follow-up assessments. Also, an intent-to-treat analysis with the last observation carried forward did not change the pattern of results. Although this increases our confidence that the differences found between baseline and follow-up might obtain even if all participants completed all assessments, our results would be most conservatively understood only to generalize to those patients whose circumstances (e.g., stability in contact information) allow for follow-up assessment. Finally, the study intentionally used abbreviated measures given the medical context of assessment, but this led to relatively weak reliability and limited variance for some outcome variables, potentially limiting ability to detect differences.
Research Implications
MI-VoV appears to be a feasible and acceptable HVIP for those injured in community violence. Given the critical importance of reducing urban community violence and the mixed results obtained in previous HVIP trials (Cunningham et al., 2009; Mikhail & Nemeth, 2016) , it may be useful to further test MI-VoV in a randomized controlled trial (RCT). Longer-term follow-up would also be important in any future evaluation of MI-VoV in order help to determine if the intervention ultimately reduces chances of violence or a repeat violent injury as these may not occur for several years after an initial violent injury (Nanney et al., 2015) . Finally, use of outcome measures with more robust psychometrics may help better identify treatment effects.
Clinical and Policy Implications
MI-VoV adds to the existing list of brief hospital-based MI interventions for a variety of risk behaviors including aggression (Walton et al., 2010) and firearm practices (Zatzick et al., 2014) . MI-VoV is also consistent with the general trend in gun violence prevention efforts to focus on the small network of individuals who are the victims and perpetrators of most gun violence (Tracy, Braga, & Papachristos, 2016) . MI-VoV may provide a useful supplement to current strategies in which law enforcement targets specific high-risk groups (e.g., gangs) with both threats of severe and certain legal sanctions as well as social service resources (e.g., Group Violence Reduction Strategy; Braga, Kennedy, Waring, & Piehl, 2001; Papachristos & Kirk, 2015) . MI-VoV may allow access to a similarly high-risk group but in a context that is less likely to evoke defensiveness than when approached through law enforcement and with a strategy specifically tailored to counter resistance. By extension, MI strategies may also serve as a useful adjunct to increase social service utilization in current law enforcement-based programs.
Conclusions
Hospitalization following armed assault may be a unique opportunity to intervene with those at high risk of involvement in armed community violence. Targeting motivation to change violence risk factors may increase efficacy of hospital-violence prevention programs. A brief, hospital-based motivational interviewing intervention appears to be feasible to implement and acceptable to patients. A RCT appears warranted to evaluate the efficacy of this intervention.
